Case report On 7 October 1991, a 72-year-old man who had a 23-year history of diabetes was referred to our clinic with keratitis in his left eye. He was diagnosed as having iridocyclitis and had been treated with topical steroids and antibiotics at another clinic for several months. His left visual acuity was hand motion, and slit-lamp examination of the left eye disclosed a severely injected conjunctiva and central corneal ulcer. The ulcer was 6 mm in diameter and its margin was blurred. The lesion was whitish and the surface was somewhat elevated. There was no satellite lesion or hypopyon (Fig 1A) .
Treatment with natamycin drops and intravenous miconazole (400 mg per day) was started because fungal elements were identified from the smear of the legion. Paecilomyces sp appeared on Sabouraud glucose agar after 5 days of culture ( Fig 1B) . The corneal infiltration absorbed gradually, but a large corneal perforation occurred 16 days after the treatment was started ( Fig  IC) . An intracapsular lens extraction was performed immediately through the central perforated corneal lesion, and the defect was covered by an inferior bulbar conjunctival flap temporarily (Fig 2A) . The antifungal therapy was continued for 10 days after the surgery and the total dose of miconazole was 9600 mg for 24 days. Fourteen days after the operation, the inflammatory symptoms of conjunctival injection and corneal vascularisation were improved. On 9 November 1991, left penetrating keratoplasty was performed. When the conjunctival flap was removed, a nearly total peripheral anterior synechiae of the iris was noted, and We treated our patient topically with natamycin and systemically with miconazole. Natamycin has a wide spectrum of coverage, but it is often ineffective for deep corneal lesions because of its poor penetration into the cornea. 5 Miconazole is one of the imidazole antifungal agents. It retains a high concentration in blood and has good penetration into ocular tissues when administered intravenously.6 Although we believe our medication was effective, advanced stromal destruction resulted in corneal perforation.
When a large corneal perforation occurs, surgical treatment is inevitable. Primary penetrating keratoplasty may be an ideal therapy if the corneal lesion can be completely removed. In our patient, however, the lesion extended close to the inferior limbus, and to circumscribe the lesion with a safe margin would have been difficult. We thought that the narrow host rim would result in postoperative vessel growth to the sutures and graft rejection. For those reasons, we selected the conjunctival flap, which reportedly provides a direct route for a cell mediated immune response and promotes the healing of corneal mycosis. We believe that in our patient the conjunctival flap reduced the danger of recurrent infection and graft rejection. On the other hand, covering the large corneal defect with the conjunctival flap produced the anterior chamber shallowing, wide peripheral anterior synechiae, and secondary glaucoma postoperatively. Therefore, when and how to treat keratomycosis with large perforation is still a matter for consideration.
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